MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=027552
DEPARTMENT OF PUBLIC HEALTH AND "EL:gB , O/’
Registration District No. _____" —__ Primary Registration District No. M:_Jwiurar'l No. --__7_?_______ STATE FILE NUMBER

). PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE . COUNTY adminsi
Carroll . Missourf Carroll misier)

b. CITY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Insida Limity

OR
TOWN .
Carrellton TOWN  Norborne Ye O Nogd
c. FULL NAME OF (1If NOT in hospitel, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSI'I'IUTJONQg:r C ] ] Q:]!n tI Mem :rj 8 ] YelB No ] h’mﬂs}lip Yes (0 Mo [0

3. NAME OF DECEASED Firar Middle Last 4. DATE Month Day Yaar

(Type or print) JOhn Gordon De 1t ch . Dg:m July 29 » 19 3

5 SEX & COLOR OR RACE 7. Married Never Married [] |8, DATE OF BIRTH 9. AGE (last birthday) | IF UNDER )1 YEAR IF UNDER 24 HR

i ivor Months Days Hours Min.
Male White Widowed heed O |g/28/1898 70 [ o
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 117 .BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, evan if retired) : )
U. S QA .

Fupneral Direction Funeral ) thio

13a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF AUSBAND Of WIFE

W_ﬂwwore : Ethel Minnis
15, WAL DECEASED EVER IN 1.S. ARMED FORCES? 16 17. INFORMANT Addreis

{Yes, no, or unknownll {If yos, give war or dates of serv

Yo Jobn Deitch, Jr. Norborne,Mos
. .. CAUSE OF DEATH (Enter only one cause per lina tor (8], (B], ¥ (). hd INTEKVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

DO NOT WRITE
ON THIS STUB AMENDED

V5 300
Rev. 4/59

DATE AMENDED

IMMEDIATE CAUSE {a) ln g‘ o (gurd -'1‘ .j.m‘;vd + Uun 1'£ 4 “’e . ’ e 6 I

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to

above cause (a),

stating the wnder- i
lying <ause las. DUE TO (o)

FART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11l If  deceased was fermale was
disease conditlon given in PART | {a} . there a pregnancy in last 90 days.

! rD Yes 0O Neo I O Unknown

. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOML!]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 1l of item 18.)
) a a

PERFORMED?
YES [0 NO W

. TIME OF Hou Month, Day, Year

INJURY am.
p.m.

. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abaout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc))
NOT WHILE AT WORK [J

. | attended the d d from—= HGO ﬁo_zg_lb_b?_u 4 and last uv@liva un_ZE ‘h'&? ‘fc

Desth occurred at. ’a '3 < m on the date stated asbova, and to the best of my knowledge, from the causes stated,
T

= Dhgres or it = 22b, RESS 22c. DATE SIGNED
OM‘@ avsll b Ao 7-30 -63

23s. BU 23k, DATE ¥ 1 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State]

¥ 4 ADDRE

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

Burlal

24. FUNERAL DMRECTOR S5 25. DATE RECD. B8Y LOCAL REG. 26. REGISTRAR'S SIGNATURE
Marshall Fun., Home Carrollton, MOJ g’/’é 3 ‘Z—vé—éé EW%MM(

{Licensed Embalmer’s Stalement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




i - L5 H . '
- .'_“ [ )._"7 Helan Man . R R W BT U :".'1
¥

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalm

w L P. O. Address \___ 244 L, D
.t re :

The, above MUST_BE SIGNED BY. THE LICENSED EMBALMER in hls OWN HANDWRITING . (Failure to comply

-q"-\.-.., hikank I BRI S

'\;Note
wnh “the above consmutes grounds fof revocatian of Iacense)
If embalmed by a STUDENT, he also shall sign in his OWN handwrutlng

If this’ body is not embalmed, fact should be so stated above.




